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S K, a girl aged 15, had cedema of the legs and genitalia, with fatty diarrhoea and attacks of tetany. Mesenteric lymphogram showed a block with no passage of the dye through to the cisterna or thoracic duct. A foot (30 cm) of the worst affected gut was resected. After operation the proteins improved, with albumin rising from 2.8 g/100 ml to a normal range. The calcium rose from 4.9 to 8.3 mg/100 ml. Enteric protein loss dropped from 18 % to 9 %. C H, a man aged 52, presented with cedema of the legs, diarrhoea and severe asthenia. Mesenteric lymphogram showed a block: 2j ft (75 cm) of gut was resected. Albumin rose from 2.9 to 3.4 g/100 ml, and calcium from 6.9 to 8.7 mg/100 ml. Enteric protein loss, which had been 10.8%, dropped to 3.4%. J B, a man aged 59, had cedema of the genitalia. Mesenteric lymphogram showed a block and also a lymphovenous shunt to the liver. One foot (30 cm) of the worst affected gut was resected. Albumin rose from 3.8 to 4.6 g/100 ml, calcium from 7.9 to 9 mg/ 100 ml. Enteric protein loss dropped from 2.5% to normal.
These three patients maintained their clinical improvement, with good biochemical figures, when followed for a year or more after operation. Two other patients, operated on since then, have had initial improvements. There have been no postoperative complications in any patient. The gut, despite its pathological appearance, has healed well after resection and anastomosis.
Conclusions
(1) The chromium chloride test has been a useful index of gut protein loss and a more sensitive screening test than the plasma proteins alone.
(2) Mesenteric lymphography has been a useful additional method of assessing the pathology of the bowel.
(3) Resection of the worst affected portion of gut is a safe procedure: there have been no complications and all three of the patients reported here, who have been followed for over a year, have shown both clinical and biochemical improvement. The surgical treatment of pilonidal sinus is unsatisfactory in that a high proportion of patients develop recurrent symptoms requiring treatment, if followed for a year or more after operation (Goodall 1961) . Recurrence rates in my collected series of 197 cases are: 38 % in those treated -by wide excision and primary suture; 21 % after wide excision and healing by granulation; 20% after excision and Z-plasty; 8 % after incision and healing by granulation.
Management of Pilonidal Sinus
These figures demonstrate that minor proceduresincision rather than excisionprovide a more satisfactory result. They are, however, a comparison of various methods of surgical treatment, and they, have not been measured against the natural history of the disease, which can be one of spontaneous cure. Klass (1956) and Hardaway (1958) reported series of patients with pilonidal disease in whom surgical treatment was avoided, management being limited to meticulous local toilet with the removal of hairs from the sinus track where possible. Of the patients treated by Klass, 27% had persistent discharge, while Hardaway found surgery unnecessary in any patient over a fiveyear period of observation. These reports justified a further trial of conservative treatment.
In a series of 26 patients a policy ofconservative treatment has been adopted at the first outpatient visit, patients being advised to bath each day and shave the surrounding skin, any protruding hairs being removed. Of these patients, 4 subsequently required surgical treatment for persistent discharge or recurrent abscesses; 5 others had minor symptoms requiring little or no treatment, and these patients lost no time from work. Of 20 patients with an untreated sinus followed for periods of over one year, only 2 (10%) required surgical treatment for recurrent infection.
This compares very favourably with any of the excisional methods of surgical treatment, and is similar to the success rate with incisional surgery. Conservative treatment has the added advantage that hospitalization is avoided and little or no time is lost from work. It is, therefore, recommended that the initial management of pilonidal disease should be conservative, since in the majority of patients the disease is neither progressive nor persistent. Only 1 in 10 patients is likely to require operation.
